We describe two patients who developed vertical diplopia following circumferential scleral buckling for retinal detachments. Both were found to have hypo deviation and impaired elevation of the operated eye. In each case this was initially ascribed to the presence of the buckle itself, but there was no clinical improvement when this was subsequently removed, and the insertion of the superior rectus was therefore explored. In both patients this muscle was found to be detached from its normal report we discuss the diagnosis and management of two patients whose diplopia was caused by an alternative. mechanism: disinsertion of a rectus muscle.
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CASE REPORTS

Case 1
A 59-year-old man with a right superior retinal detachment was successfully treated with vitrectomy, endolaser and a circumferential silicone 279 buckle running behind the medial, lateral and superior recti.
Two months after surgery he became aware of vertical diplopia, which was ascribed to the presence of the buckle, and was treated with a Fresnel prism.
Four months after surgery the silicone buckle began to extrude superiorly, but its removal did not improve the diplopia.
The patient was assessed in the ocular motility clinic 5 months after the retinal surgery. At that time acuities were 6/9 right and 6/5 left, and prism cover test results were as shown in Fig. 1 .
Surgical exploration of the superior rectus inser tion site failed to reveal the muscle, which was finally identified, amidst considerable scar tissue, in a retracted position attached to the insertion of the superior oblique tendon, and to the sclera immedi ately behind this tendon. These muscles were care fully separated, and the superior rectus was readvanced on adjustable sutures to a point 4.5 mm (Fig. 2b) .
The improvement in Hess chart measurements is shown in Fig. 3 . In each of our cases we were able to find the superior rectus by first identifying the insertion of the superior oblique. This can be explained by the band of Tenon's capsule which normally joins the two muscles at this point, and appears to prevent further retraction of a disinserted superior rectus (Fig. 4) .
DISCUSSION
. 9
Silicone scleral explants can erode through rectus muscle insertions, sometimes causing distressing diplopia. In the case of the disinserted superior rectus, knowledge of its normal attachment to the superior oblique enables the surgeon to restore normal anatomy and function.
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